INTRODUCTION
Gestational trophoblastic disease includes a spectrum that consists of hydatidiform mole, invasive mole and nonmolar trophoblastic tumors which consists of placental site trophoblastic tumour and choriocarcinoma. The characteristic feature of this disease is raised Beta Human Chorionic Gonadotropin (β -HCG) levels which are useful for diagnosis as well as follow up after treatment and for prediction of recurrence.
Hydatidiform mole is the commonest gestational trophoblastic disease and the incidence is 0.1% amongst all pregnancies. 1 Hydatidiform mole occurs due to malformation of placenta as a result of genetic aberration of the villous trophoblast. Molar pregnancy develops within the uterus and its presence at the site of ectopic pregnancy is very rare. 2 Diagnosis of molar pregnancy at the ectopic site is very difficult as there are no distinguishing clinical features.
Author present clinicopathological features of a rare case of ruptured tubal pregnancy with incomplete mole.
CASE REPORT
A 20 years old female patient presented to the obstetric outpatient department with complaints of pain in abdomen with 8 weeks amenorrhea. There was no history of use of oral contraceptives or irregular menses. Urine pregnancy test was positive. Her ultra-sonography of the pelvis showed mixed echogenic mass lesion in the right adnexal region.
Evidence of gestational sac with thick choriodecidual reaction was noted within the mass. Yolk sac and embryo could not be identified separately. Exudative fluid collection was noted around the gestational sac in the pouch of Douglas. Findings were suggestive of right tubal ectopic gestation with signs of rupture. Her beta HCG levels were 16,230 IU/ ml.
Exploratory laparotomy proceeded to right sided salpingectomy, as right fallopian tube revealed ectopic pregnancy with ampullary rupture. The products were sent for histopathological examination.
Histopathological examination
On gross examination, the right fallopian tube measured 4.5 cm in length was dilated and ruptured near fimbrial end. Lumen showed blood clots with grape like vesicles (Figure 1 ). Considering these features diagnosis was given as ruptured tubal ectopic pregnancy with incomplete hydatidiform mole. 
DISCUSSION
Hydatidiform moles are abnormal gestations characterized by hydropic changes involving some or all of the placental villi and circumferential proliferation of trophoblastic tissue. Risk of partial mole is associated with use of oral contraceptive and a history of irregular menstruation.
3 Though no such history was available in our case.
Hydatidiform moles arise due to abnormal fertilization. Complete mole occurs when an empty ovum is fertilized by a haploid spermatozoan which duplicates afterwards or rarely by fertilization with two sperms. The chromosomal component is 46 XX while a partial mole occurs with fertilization of two sperms with a haploid ovum resulting in a triploid genome. [3] [4] [5] [6] Molar pregnancy is seen in 1 in 500-1000 pregnancies. 7 Molar pregnancy at an ectopic site is a rare occurence. Molar pregnancy should be distinguished by hydropic abortus as the former can lead to persistent trophoblastic disease.
The risk of persistent trophoblastic disease is of 0.5% for partial mole and 15% for complete mole. 8 In our case the microscopic features were of incomplete hydatidiform mole. Another complication of ectopic molar pregnancy is metastasis to distant organs like lung. 9, 10 Hence close follow up is essential after removal of the products.
Although beta HCG levels are increased in tubal molar pregnancy, they are usually lower than the levels observed in a molar intrauterine pregnancy as a result of insufficient vascularization in the fallopian tube.
11 Similar observation was found in our case.
The risk factors for ectopic pregnancy include pelvic inflammatory disease, tubal surgery, intrauterine contraceptive devices and previous ectopic pregnancy. Although 50-75% of cases reveal no obvious risk factors. 12 In the present case also no such risk factors could be identified. Clinical features and laboratory tests are not sufficient for differentiation of tubal ectopic pregnancy from molar pregnancy in fallopian tube. But chances of rupture are high in tubal molar ectopic pregnancy. 13 Similar findings were observed in our case. Molar pregnancy was not diagnosed clinically as well as with USG in our case.
Management of ectopic molar pregnancy is immediate surgical intervention and salpingectomy.
14 As ectopic molar pregnancy is difficult to diagnose on clinical or radiological basis; histopathological examination is essential for the final diagnosis. 2-4% of patients with partial mole develop persistent tumour and require chemotherapy for remission. 15 The case had remission after the surgery.
CONCLUSION
Ectopic molar pregnancy is a rare occurrence. It is important to consider the possibility of hydatidiform mole in the extra uterine site in patients with clinical presentation similar to ectopic pregnancy. For the correct diagnosis of ectopic molar pregnancy and its further management, histopathological examination of products of conception is very important.
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